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CASE

A man aged 73 years presented for 
a routine full skin examination and 
reported a new erythematous lesion, 
which occasionally bled, on the dorsal 
shaft of the penis. On examination, there 
was a well-circumscribed, erythematous 
scaling papule with superficial erosion 
on the dorsal shaft (Figure 1). 

QUESTION 1

What are the differential diagnoses for 
this lesion?

QUESTION 2

What additional clinical features should 
be sought on history and examination to 
differentiate the possible diagnosis?

ANSWER 1

The differential diagnoses for this lesion 
include a variety of aetiologies such as 
infective, inflammatory and neoplastic.1,2 
Penile lesions caused by infections 
include genital warts, primary syphilitic 
chancres, genital herpes and scabies 
nodules. Inflammatory dermatoses 
such as psoriasis or lichen planus are 
also possible.2,3 Neoplastic entities to 
be considered include Bowen’s disease, 
bowenoid papulosis, erythroplasia of 
Queyrat and the less likely possibility 
of invasive squamous cell carcinoma.3

ANSWER 2

The pertinent history and features on 
examination are included in Table 1. 

CASE CONTINUED

The patient stated that the lesion had 
been present for 3–4 months and caused 
no additional symptoms other than 
occasional bleeding. He had neither 
personal nor familial history of any 
inflammatory skin conditions but had a 
history of numerous skin malignancies 
including lentigo maligna, basal and 
squamous cell carcinoma. This was the 
patient’s first penile lesion. There was no 
history of vesicular or warty lesions on or 
around the genitals. Full skin examination 
revealed no other lesions on his skin or 
mucosal surfaces. In particular, the oral 
mucosa, perianal skin, webbing of the 
fingers and intertriginous areas were clear. 
There was no regional lymphadenopathy. 
The patient was in a long-term 
heterosexual relationship with no recent 
change in sexual partners. Dermoscopy of 
the penile lesion showed an erythematous 
background with areas of hyperkeratotic 
scaling, superficial erosion and numerous 
glomerular vessels (Figure 2).

QUESTION 3

What is the most likely diagnosis? 
Is biopsy indicated?

ANSWER 3

The history and clinical appearance of 
this penile lesion are highly concerning 
for a neoplastic process, in particular 
some form of intraepidermal carcinoma. 
Glomerular vessels, which are dilated 
tortuous vessels in the dermal papillae 
that align perpendicular to the skin 
surface producing a doted appearance 

on dermoscopy, are a non-specific but 
common feature of intraepidermal 
carcinoma. Penile biopsies/procedures 
can be performed readily with a low rate 
of complications under local anaesthetic. 
The common methods of local anaesthesia 
include topical anaesthetic cream, local 
infiltration or dorsal penile nerve block.4–6 
Adrenaline can be safely used in penile 
procedures in the office setting.7 Similar 
to cutaneous biopsy of other regions of the 
body, a variety of techniques such as shave, 
punch, incisional or excisional biopsy can 
be used. 

CASE CONTINUED

A shave biopsy after local infiltration with 
1% plain lignocaine was performed. The 
operator used plain lignocaine as they 
were confident in achieving haemostasis. 

A solitary penile lesion

Figure 1. Dorsal penile lesion of a man aged 
73 years
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A shave allowed sampling across the 
lesion into the underlying dermis, 
minimising sampling error.

The histology of the shave biopsy 
was reported to be consistent with 

a diagnosis of bowenoid papulosis 
(Figure 3). There was no evidence of 
invasion. No further investigations were 
performed as the biopsy ruled out other 
differentials.

The pathologist reported full-depth 
cellular atypia in the epidermis with no 
invasive component found. Correlating 
the histology of the biopsy and the 
clinical context, a diagnosis of bowenoid 
papulosis was made.

QUESTION 4

What is bowenoid papulosis? 

QUESTION 5

What are the treatment options?

ANSWER 4

Bowenoid papulosis is a pre-malignant 
condition associated with human 
papillomavirus (HPV), namely the highly 
carcinogenic strains HPV 16 and 18.1 
Bowenoid papulosis involves the mucosal 
surface of the glans, while Bowen’s disease 

Table 1. Differential diagnosis of penile lesions and their pertinent clinical features

Differential diagnosis for 
erythematous penile lesion Distinguishing clinical features

Bowen’s disease/bowenoid 
papulosis/erythroplasia of 
Queyrat

•	 Often solitary lesions
•	 Usually asymptomatic but can cause pruritus, pain, 

bleeding and phimosis
•	 Most commonly associated with human papillomavirus 

(HPV) 16 and 18 infections
•	 Tend to occur in elderly individuals, with frequency 

increasing with age 
•	 Dermoscopy may show dotted and glomerular vessels, 

as seen in intraepidermal carcinomas of other sites of the 
body

Psoriasis •	 Patients often have similar lesions in the intertriginous 
areas of the body; however, penile lesions can be the sole 
manifestation

•	 Associated with silvery, superficial scales
•	 Lesions are often pruritic

Lichen planus •	 Violaceous and intensely pruritic lesions 
•	 Most commonly affect the glans penis
•	 Fine white streaks can be found on the surface of the 

lesions (Wickham’s striae)
•	 Can be associated with lesions of other sites including 

similar oral lesions

Genital herpes •	 Primary infection may be accompanied by fever, myalgia 
and lethargy

•	 Lesions are usually grouped vesicles with a tendency to 
cause painful ulceration

•	 Recurrence is common after primary infection
•	 Acute onset with gradual resolution within 2–3 weeks

Condyloma acuminata •	 Often difficult to treat and marked by the predilection 
for recurrence

•	 Manifest as dome-shaped, usually flesh-coloured papules 
coalescing to form a verrucous appearance

•	 May also occur in the perianal region

Primary syphilitic chancre •	 History of recent change in sexual partner
•	 May be associated with non-tender lymphadenopathy
•	 Single painless, indurated, firm and ulcerated lesion, 

usually on the glans
•	 Ulcer usually heals within several weeks without treatment

Scabies infestation •	 Associated with lesions in other parts of the body – namely 
the web spaces of the fingers, axillae and the flexor 
surfaces of the wrist

•	 Scabies nodules on the genitals are intensely pruritic and 
often present with multiple lesions

Figure 2. Dermoscopic image of the 
penile lesion 

Figure 3. Histopathology of the penile biopsy
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and erythroplasia of Queyrat – which 
are also HPV-associated premalignant 
lesions – are found mostly on the shaft 
or prepuce.1 

Bowenoid papulosis tends to be 
verrucous/warty. The lesions can 
become eroded and crusted. Bowenoid 
papulosis has a very low rate of malignant 
transformation in general and when 
compared with Bowen’s disease 
and erythroplasia of Queyrat, but 
transformation rates can be higher when 
the patient is immunosuppressed.1,8

As bowenoid papulosis is a wart virus–
related malignancy, the patient’s contacts 
should have appropriate cervical screening 
to determine the status of infection. 

ANSWER 5

The treatment options for this lesion 
include cryotherapy, topical 5-fluorouracil, 
imiquimod, ablative laser therapy, 
photodynamic therapy and surgery 
(excision, or curettage and cautery).1 

CASE CONTINUED

Curettage and cautery was the treatment 
modality used in this patient. When the 
patient re-presented three months later, 
the site was healing well and there was 
minimal scarring (Figure 4).  

QUESTION 6

What are the benefits of curettage 
and cautery?  

ANSWER 6

Curettage and cautery involves skin lesions 
being scraped off with a curette, followed 
by light cautery and a further round of 
curettage and cautery. As a method of 
treatment, it has a short healing time, 
few complications and good functional 
and cosmetic outcomes.9 Unlike topical 
chemotherapeutic agents, it does not 
depend on patient compliance and does 
not cause irritation of the surrounding skin. 
Curettage therapy has a high cure rate in 
the hands of an experienced operator.9,10 
When compared with laser therapy and 
photodynamic therapy, it requires less 
specialised equipment and can be readily 
performed in a general practice setting. 

Key points
•	 Differential diagnoses of solitary 

penile lesions are broad. 
•	 Curettage is a biopsy method for 

penile lesions.
•	 Multiple treatment modalities are 

available for bowenoid papulosis, 
including surgery, laser and topical 
chemotherapy.
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Figure 4. Good healing and cosmetic outcomes 
with minimal scarring after three months


